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I gave a bad prognosis and was thinking of prescribing X-ray treatment when the c,ondition disappeared. The patient has since then suffered one or two recurrences, but these have gone away again. I do not think that that would in itself count against the diagnosis of mnycosis fungoides. Even in an advanced case of mvcosis fungoides the actual tumours often vanish spontaneouslv, even without X-ray treatment. One sees more and more cases nowadays of some temporarv over-activity of the reticulo-endothelium, which cannot comfortably be put into any exact group. The other day I diagnosed quite confidently a case of lupus pernio, which showed a lumpy mauve swelling of the nose and ears; and histologically, to our intense surprise, it proved to be a purely lymphocytic infiltration. This had nearly disappeared under arsenic treatment. The CHAIRMAN: I do not think that in a case of this kind one can exclude the possibility of mycosis fungoides. POSTSCRIPT (24.4.40 ).-The biopsy shows a cellular infiltrate resembling mycosis fungoides but not diagnostic. The lesions continue to disappear.
Lichen Plano-pilaris. ? Bismuth Eruption.-A. C. ROXBURGH, M.D., and ROBERT KLABER, M.D.
F. E., male, aged 29. Post office sorter. Both his mother and younger brother have suffered from psoriasis since childhood. For ten years the patient has suffered from an eruption confined to the scalp, backs of elbows, and fronts of legs which often clears completelv for a few months in the summer only to recur in the autumn.
He was first seen at St. Bartholomew's Hospital in July 1939 when he showed parakeratotic discoid lesions which were confined to the scalp, elbows and the fronts of the legs and were regarded as psoriasis. In September the patient went to another hospital and there he was given intramuscular injections of bismuth for his psoriasis. After these injections of bismuth the psoriasis cleared up and the present eruption appeared. About two months ago the brown pigmentation which is now so marked began to appear.
Condition on examination.-Very extensive follicular hyperkeratosis and plugging distributed in a reticular manner on the trunk and limbs. In places the lesions have coalesced to form plaques and there is a striking degree of pigmentation. The trunk, limbs, penis, face and scalp are all affected. In the latter situation there is a cicatricial alopecia. There is considerable irritation. The buccal mucous membranes and, to a lesser extent, the tongue, show leukoplakic lesions suggestive of lichen planus. The nails show a mild degree of longitudinal striation. There are no papules on the backs of the fingers as in pityriasis rubra pilaris.
We saw him again in February 1940 when we thought he was a case of lichen planopilaris. This was apparently confirmed by the lichen planus inside the cheeks and by the cicatricial alopecia of the scalp. We only learned later that he had had injections of bismuth, and we think it at least possible that the eruption is due to bismuth because horny follicular papules are amongst the eruptions which have been described as due to bismuth injections. Bismuth eruptions, however, seem to be extremely rare.
Discussion.-Dr. Louis FORMAN: I have shown a case before the Section with extensive lichen planus and considerable atrophy of the scalp. Treatment with both arsenic and bismuth had been given, and just before he was shown as a case of lichen planus he had finished a course of bismuth (Proceedings, I933, 26, 997 (Sect. Derm., 5I); I934, 28, 5I3 (Sect. Derm., 31)).
The CHAIRMAN: A considerable number of these cases of eryjthematous lichen planus follow antisyphilitic treatment. Arsenic might have been given some time previously, and bismuth right up to the time when the rash appeared, and therefore, although many of them are credited as being arsenical, I always have a strong suspicion that they are due to the bismuth and not to the arsenic. I have had at least one case following bismuth treatment alone.
I consider that this is very likely a bismuth eruption. Angiomatosis.-ROBERT KLABER, M.D. R. G., aged 1 year and 10 months. A few days after birth large distended veins were noticed on the right side of the chest, right arm, and right hand. The condition has not changed appreciably since. Extensive varicose venous network is present, covering both the back and front of the Proceedings of the Royal Society of Medicine 6 right side of the chest. Similar venous varicosities are present on the right arm and especially on the right hand and fingers. Here especially they tend to form subcutaneous tumour-like masses. The nail-beds also appear to be affected. The right upper limb does not differ obviously in size from the left. The child's mother thinks that the arm is sometimes painful. Elevation of the affected limb results in a considerable degree of emptying.
The case is shown especially to obtain views as to whether any form of treatment is necessary or desirable. The question of radiation, injections of sclerosing solutions, or subclavian ligature have all been considered, but as yet no treatment of any kind has been attempted.
Disciussoio.-Dr. PARKES W\EBER: I would describe the case as a widel-distributed vascular n.avu*. chiefly of the so-called ' congenital varicose veins " class. C(ongenital varicose veins, are clue to an abnormal develoopment, a dysplasia, of the veins.
Dr. BAMIBER: I have treated tw-o similar cases with radon. Both of them showed a uniformiblueness wN-hich I took to indicate a capillary nxevus on the venous side. After a light application of radon the skin cleared ul). W\hen r saw one of the children several vears latei the skin was all right and the blue patches had gone, though there were complaints of pains in the limbs. I think that beta emi.anation-s are able to )enetrate sufficientlxto deal with the condition.
? Granuloma Annulare, ? Lupus Vulgaris.-F. S. AIREY, M.R.C.P. G. L. G., l)oy. aged 9. Cervical adenitis commeniced in September 1938 after acute tonsillitis. It was confined to the left side anid the glanid affected failed to subside when the throat improved. It was treate(l with ullg. iodi denigrescenis. Tonsillectomy was performed in December 1938 and the samle ointment was continued, but the enlarged gland did not decrease.
In August 1939 the boy had mumps. It was bilateral and soon subsided, but this gland now became much larger, and has maintained its size to the present dav. The mother says that, prior to the mumps, the bov had a severe head cold with intranasal crutsting of such a degree that it attracted her attention.
In October 1939 lesions similar to those nov seen began to appear on the skin. The first was on the bridge of the nose. Within six weeks it had come and gone. It took three weeks to reaclh its maximum, about 3 cm. diameter. A fine scar was left. and is now alnmost invisible.
Two other lesions soon appeared over the sternum and xiphisternum, and a similar course ensuecl. The duration was a matter of weeks and fine scars are left with no visible residues. About this time lesions on the arms began to appear.
He came to Leicester in February 1940, where a general practitioner made the diagnosis of lupus vulgaris. Light treatment was advised by him. The boy was taken back to his home towvn and there seen bv the Tuberculosis Officer. He is reported to have made a thorough examination and to have come to the conclusion, independently, that the condition was lupus vulgaris. He hesitated to treat the gland surgically whilst the skin lesions persisted. During February the bov had a short course of light treatment in his home town and appeared to be improving on this. As the course terminated a papular eruption of a more generalized character made its appearance on the buttocks, thighs, face, and arms. I saw him first on MIarch 19, 1940, and his condition then was much the same as it is now. Tissue was removed from one of the arm patches and sections made; no tubercle bacilli were seen. The complement-fixation test for tubercle was strongly positive. Blood: R.B.C. 4,883,000: Hb. 71% ; C.I. 0-73 ; Halometer reading 7-2 ,t. The red cells were a little irregular in shape, size and staining properties but, apart from this, there was nothing abnormal. Leucos. 9,060; polys. 67% ; small lymphos. 26% ; large lymphos. 2% eosinos. 2% ; hyals. 3%.
The lesions now present are: An almost imperceptible scar on the bridge of the nose and others over the sternum and xiphisternum. In the. left pre-auricular region is another, where a lesion came and went within two weeks. Over the right mandible is another scar, still showing residual activitv. On the left arm are five lesions and on the right arm three, some of which show commencing spontaneous healing. On the face there is a lichenoid eruption, but, on the buttocks, thighs and arms this eruption is more
